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This article defines the term wandering
and provides prevalence estimates of
wanderers within nursing homes
nationwide. It addresses the standard
of care applicable to wandering cases
and reviews court opinions that consid-
er whether the nursing home was on
notice of a resident's known tendency
to wander. It discusses discovery in
wandering cases and concludes with
practice tips.
By Janice F. Mulligan and
Steven M. Levin
Janice F Mulligan is the principal in the law office of
Janice E Mulligan, P.C., in San Diego, California. Her
practice is limited to representing victims of nursing
home abuse, medical malpractice, and personal injury.
She lectures extensively on issues related to medical
malpractice and nursing home abuse.
Steven M. Levin is the founding and senior partner of
Levin & Perconti, a Chicago law firm dedicated to rep-
resenting victims of medical, nursing home, motor vehi-
cle, product, aviation, premises, work place, and nurs-
ing home negligence.
Lillian Huffman, a nursing home resident who suf-
fered from dementia, allegedly had a history of wan-
dering out of the facility. In the early morning hours of
January 19, 1997, she walked outside into tempera-
tures hovering in the single digits. Another resident
spotted her at 7:35 a.m. in the facility's garden. Lillian
was pronounced dead less than two hours later from
hypothermia due to cold exposure.
A demented 69-year-old survivor of seven strokes
wandered away from a Florida nursing home and
drowned.2
A resident left his Arkansas nursing home in a wheel-
chair, without being noticed by facility staff, and sub-
sequently was struck by a pickup truck.
3
A 68-year-old mentally incompetent resident wan-
dered away from a nursing home and was struck and
killed by a van driven by his daughter. Staff involved
in the care and supervision of the deceased were aware
of his confused mental state and propensity to wander
off the grounds. Nevertheless, they had turned off the
home's alarm system because the noise was annoying,
even though the physical layout of the building pre-
vented observation of the front door by staff members
at the nursing station, which also was sometimes left
vacant.'
ursing home residents may be
injured as a result of wandering
around in the nursing home or wan-
dering away from the facility itself.5
"The most common injuries
incurred by residents outside of the nursing facility
are from exposure to the elements6 or from being
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struck by a moving vehicle."' Some residents wan-
der away and disappear never to be found.8
What is Wandering?
Wandering is one of the most intriguing, potential-
ly hazardous, and least understood of dementia-
related behaviors.' The term wandering has been
poorly, ambiguously, and inconsistently defined. °
"Wandering is a purposeful behavior that attempts
to fulfill a particular need (from the context of the
wanderer)." It is initiated by a cognitively
impaired, disoriented individual and is character-
ized by excessive ambulation 12 that often leads to
safety and/or nuisance related problems."' 3 It has a
seemingly aimless, lapping, or random quality or
pattern. 4 Wanderers may misperceive environmen-
tal limits (physical barriers, such as furniture, for
example)." Their behavior reflects spatial disorien-
tation or navigational deficits (such as getting lost,
impairment in learning new or following old
routes, and shadowing others). 1" As a result, wan-
derers place themselves in hazardous situations
that cognitively intact persons would avoid.'7
For the purposes of litigation, the wandering of
a nursing home resident should be thought of as
behavior that should be eliminated or reduced and,
at all times, safely accommodated.
Prevalence of Wandering
Prevalence estimates of wandering vary widely
given the inconsistent definition of wandering and
diverse clinical samples (for example, one study
considers wandering behavior only in persons with
dementia while another study concentrates on per-
sons with mixed cognitive problems). 8 The pro-
portion of ambulatory, demented nursing home
residents who wander is likely higher than the
unweighted mean of thirty-one percent derived
across studies.' 9
Standard of Care
At a minimum, a nursing home must identify wan-
derers, develop prevention programs and activities,
keep the facility safe, and have a swift, comprehen-
sive, facility-wide method to mobilize staff to look
for a missing resident. Expert testimony often is
critical to successful litigation against nursing
homes. In practice, physician, nurse, and nursing
home administrator experts testify about the resi-
dent's wandering behavior and the applicable stan-
dard of care.
Known Tendency to Wander
Decisions Against Facility
Knowledge by the nursing home of special facts is
more likely to give rise to liability. Recovery has
been allowed, for example, where the nursing
home was on notice of a resident's known tenden-
cy to wander. ° If the nursing home knew the resi-
dent was a wanderer, and failed to take proper pre-
cautions, the facility may be found liable for any
subsequent injury or death. 2' For example, in
Golden Villa Nursing Home v. Smith,2 2 a motorcy-
cle struck a nursing home resident who left the
facility and wandered onto a highway.23 The Texas
Court of Appeals affirmed a verdict against the
facility, finding that the resident's long history of
wandering put the home on notice of the resident's
known tendency to wander.24 In Booty v.
Kentwood Manor Nursing Home,2" the Louisiana
Court of Appeal affirmed a verdict against a nurs-
ing home in a case where a resident wandered out
of the facility and fell on the front step fracturing
his hip. The court noted that staff retrieved the res-
ident twice from outside the facility on the night he
was injured.2" In Fields v. Senior Citizens Center,27
the Louisiana Court of Appeal affirmed a wrongful
death verdict involving a resident who wandered
away from the facility and was struck by a car rea-
soning, in part, that the nursing home knew that
the resident tended to wander. In McGillivray v.
Rapides Iberia Management Enterprises,28 the
Louisiana Court of Appeal again affirmed a verdict
against the nursing home finding that the facility
knew that the resident was at risk for wandering.
In McGillivray, the plaintiffs informed the nursing
home administrator that their sixty-nine-year-old
father who was suffering from diabetes, hardening
of the arteries, and other cardiovascular problems
was being transferred from another nursing home
because, "[h]e had been getting out a lot. ' 29 Sixteen
months later, in the early hours of a morning dur-
ing which the outside temperature was forty-two
degrees, the decedent wandered out of the facility
wearing only light sleeping attire, and died a few
minutes later of a heart attack. The judge conclud-
ed that:
[T]he fact that this patient, who was elderly and had
serious health problems and had a habit of wandering
off and for whom the facility had authorized the use
of restraints, was simply able to walk out of [appel-
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lant's] facility . . . clothed in light sleep attire on this
cold night without anyone seeing him or being aware
that he had exited the building, constitutes negligence
on the part of the [appellant]."
Decisions Favoring Facility
In Murphy v. Allstate Insurance Co., 3 the
Louisiana Court of Appeal reversed a verdict
against a nursing home finding that the facility had
an adequate staffing level and was unaware of the
resident's tendency to wander.
Discovery in Wandering Cases
How Does the Facility Identify Wanderers?
According to federal regulations, a nursing home
must conduct a comprehensive, accurate assess-
ment of each resident's needs "within 14 calendar
days after admission"" and "not less than once
every three months"33thereafter, unless there is "a
significant change in the resident's physical or men-
tal condition."34 One of the primary aims of a clin-
ical assessment is to recognize persons at risk for
wandering, and to discover causative factors (such
as overstimulation, boredom, restlessness, loneli-
ness, stress, desire to feel useful, or prior life pat-
terns)." Did the facility that is the subject of litiga-
tion take appropriate measures to identify the wan-
dering resident? Was their assessment accurate?
Did the Facility Develop a Care Plan for the
Wanderer?
The resident's assessment is used to develop,
review, and revise the resident's plan of care.
Within seven days after completing the assess-
ment, 36 an interdisciplinary team37 must "develop a
comprehensive plan for each resident that includes
measurable objectives and timetables to meet a res-
ident's medical, nursing, mental, and psychosocial
needs as identified in the comprehensive assess-
ment."38 The care plan is reviewed and revised
every ninety days, unless a significant change
occurs in the resident's condition or identified
needs.39
The care plan must detail "[t]he services that
are to be furnished to attain or maintain the resi-
dent's highest practicable physical, mental, and
psychosocial well-being[.] ' 40 Inaccurate assess-
ments result in inaccurate resident care plans. The
resident's care plan should reflect staff knowledge
of the resident's wandering behavior. In litigation,
this document can be used to demonstrate that the
staff knew that the resident was a wanderer and,
despite this knowledge, failed to follow the estab-
lished care plan and failed to keep the resident safe.
What Programs Address the Wanderer's Needs?
Federal regulations demand that Medicare and
Medicaid-certified nursing homes "provide for an
ongoing program of activities designed to meet, in
accordance with the comprehensive assessment, the
interests and the physical, mental, and psychosocial
well-being of each resident."'" Providing an active
and stimulating daily routine of recreational pro-
gramming, intended to safely exhaust the resident,
can be an effective method in the care of wander-
ing residents.42
What Behavioral Interventions Were Used?
Behavioral interventions have been used to help
manage wanderers. For example, the intrusive
wandering behavior of one demented woman was
handled by trading rooms with another resident to
accommodate the wanderer's travel patterns.43
Was the Wanderer's Environment Free of
Accident Hazards?
An important issue is whether the nursing home
took all possible steps to protect the wandering res-
ident from hazards. By law, the facility must ensure
that "(1) The resident environment remains as free
of accident hazards as is possible; and (2) [e]ach
resident receives adequate supervision and assis-
tance devices to prevent accidents. ' 44 This regula-
tory section applies to wandering cases.43 Consider,
for example, whether the facility provides safe
wandering areas (that is, areas that are free of envi-
ronmental hazards and obstacles) equipped with
door and/or perimeter monitoring systems to pre-
vent exit from the safe area.46
Other environmental modifications used to dis-
courage wandering into inappropriate areas and/or
exit from the facility include, but are not limited to
the following: 47
" mounting full-length mirrors on doors and
exits;
" camouflaging doors with wallpaper or win-
dow treatment;
" creating a grid with masking tape on the floor
in front of a doorway;
" placing a stop sign on door;
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" attaching an eighteen-inch wide barrier strip
or cloth panel across a doorway with Velcro;
and
" installing an alarm system.
Does the Nursing Home Have Specialty Units?
The confused, ambulatory resident's safety must be
insured while their personal freedom is maintained.
This delicate and often precarious balance is the
focus of a growing number of specialty care units
created within nursing homes to address the unique
needs of residents with Alzheimer's disease, for
example, who are among the most likely to wan-
der. 8 The physical environment of these units is
specially designed for wanderers."9 Does the defen-
dant nursing home have a specialty unit devoted to
the care of residents who wander, are agitated, or
are demented? A number of states, for example,
regulate special care units for residents with
Alzheimer's disease. s°
Are There Any Prior Incident Reports Involving
Other Wanderers?
Incident reports can be useful in demonstrating a
pattern of (mis)conduct on the part of the facility
and may be used to justify an award of punitive
damages.5 ' Evidence of similar incidents rebuts
claims that the facility was unaware of wandering
problems. In an action against a personal care
home for negligent supervision of a resident with
Alzheimer's disease arising from an incident in
which the resident wandered unsupervised into the
cold and suffered hypothermia, the Court of
Appeals of Georgia found that the plaintiff was
entitled to discovery of records of other incidents
and accidents or sudden adverse changes in the
health of other residents that the home was
required to keep pursuant to regulations of the
State Department of Human Resources. 2 The court
reasoned that the records were "highly relevant
concerning the true scope of the [negligent supervi-
sion] problem and the extent to which punitive
damages might be required to punish or deter." 3
How Does the Facility Protect Against
Residents Leaving the Facility Unnoticed?
No cognitively impaired ambulatory nursing home
resident should be allowed to leave the facility
without staff knowledge.
In one disturbing incident last summer, a
nursing home resident was found hobbling
down Route 28 with his walker at 3:05 a.m.
Several nursing assistants were on duty that
night, but apparently none of them noticed
the man leaving. 4
Is keeping track of a wandering resident a shared
responsibility or a nursing responsibility?-- What
plan does the nursing home have to respond to
wanderers leaving the facility without notice? Does
the facility have a missing person policy?
Are There Any Entry and Exit Alarm Systems?
Some nursing homes have alarmed entry and exit
systems and/or bed alarms to detect residents who
are prone to wandering off the nursing unit or out
of the facility.5 6 For example, in Booty v. Kentwood
Manor Nursing Home 7 and Fields v. Senior
Citizens Center of Coushatta,8 the nursing homes
had alarm systems intended to warn staff that
someone was leaving the building, but the alarms
were off at the time of the respective incidents. In
Altenheim German Home v. Turnock,s9 the Seventh
Circuit notes that the Illinois Department of Public
Health ordered the nursing home to "equip all the
exterior doors of the facility with alarms" after sev-
eral incidents in which demented residents had
wandered off. 60
Request a schematic floor plan of the building
that includes the location and type of each installed
alarm showing, for example, alarms that sound at
the unauthorized opening of the door, door ajar
alarms (that is, alarm sounds if door is propped or
blocked open), 61 or alarms that sound when anoth-
er door alarm has been shut off.
Are There Any Wandering Control Devices?
Wandering control devices work similarly to
department store tag devices. An identification tag
placed on the resident's wrist or ankle activates
door detection sensors when the resident approach-
es the exit, thus setting off the alarm. 2
In Ragle v. Beverly Enterprises, Inc.,63 a nation-
al nursing home chain was accused of negligence in
the death of a resident who wandered away from
the facility and died of hypothermia shortly after
being found." The resident had been fitted with a
WanderGuard bracelet that sets off an alarm when
the wearer attempts to exit the facility." The resi-
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dent's spouse helped remove the bracelet. 66 Their
daughter sued charging the nursing home was
responsible for her father's death.67 A St. Louis jury
awarded some damages to the plaintiff-$100
reduced to $1 on the finding that the resident was
ninety-nine percent responsible for his death. 8
In Hamilton v. First Healthcare Corp.,69 "a
demented sixty-nine year-old man who had sur-
vived seven strokes wandered away from a nursing
home and drowned in a pond. ' 70 The nursing home
knew that the resident was a wanderer and, in fact,
had reports documenting that the resident had
wandered away from the facility three times over a
twenty-one-month period.7 ' Defense counsel unsuc-
cessfully argued that the resident's "remaining dig-
nity and independence stopped the home from
making him wear a wander guard. ' 72 The nursing
home never asked the resident about wearing an
alarm and his widow testified that when she
brought the subject up after an earlier wandering
incident, her husband said he would wear one.73
In Michigan, a ninety-four-year-old nursing
home resident froze to death after wandering away
from the defendant nursing home despite a moni-
toring device attached to the decedent. The parties
settled for $200,000 with the manufacturer of the
monitoring device paying $20,000 and the nursing
home paying the remainder.7 1
There are bed and chair alarm systems as well
as resident-attached devices that sound upon move-
ment.75 For example:
" Ambularm is a small plastic-enclosed unit that
attaches to a person's upper leg with a fabric
band. An alarm sounds when the resident's leg
shifts from a horizontal to a vertical posi-
tion. 6
" WanderGuard's Tabs Mobility Monitor con-
sists of a sensor unit mounted to a bed head-
board, chair, or wheelchair and a garment clip
attached to the resident's clothing. When the
person attempts to leave the bed or begins to
stand, the cord is pulled from the sensor unit
and an alarm (audio and visual) sounds.7
" RN+ OnCall Bed Patient Monitoring System
involves a signal unit mounted on a bed head-
board, a pressure sensitive pad placed beneath
the bed linens, and a receiver console located
at the nursing station. An alarm (audio and
visual) sounds when the resident attempts to
leave the bed. 8 Similarly, RN+ offers a signal
unit that can be mounted on a chair or wheel-
chair with a pressure sensitive pad placed on
the chair seat.7"
Obtain Alarm Information
Request information concerning the alarm's instal-
lation, operation, servicing, and support. A check-
list of possible areas of inquiry appears in Table 1.
Table 1. Alarm Information Checklist
0 Who manufactured the alarm system?
ED What is the name of the manufacturer's represen-
tative?
0 Who is the facility's contact person with the man-
ufacturer?
El Any files regarding the purchase of and the servic-
ing of the alarm system?
El Did the manufacturer install the alarm system? An
outside contractor? Facility personnel?
LI Did the facility purchase support for the product
from its manufacturer?
El How frequently does the manufacturer visit the
facility for product support or maintenance?
El Did the manufacturer provide training for staff
and/or nursing home administration?
El Did manufacturer instructions governing alarm
use accompany its purchase and/or installation?
El How does the alarm work?
El How is the alarm set or reset (for example by code
or by key)?
El When is the alarm on, and when is it off?
El Who is responsible for turning the alarm(s) on and
off?
El Check carefully to determine if any of the alarms
are turned off because staff find alarms annoying
as they move within or without the building (this
is a very common occurrence).
El What type of signal does the alarm emit?
El How loud is the sound?
El Does the alarm manufacturer maintain records as
to what nursing homes use their product?
El Does the manufacturer keep records on how fre-
quently the alarm systems are serviced?
Policy and Procedure Governing Staff Response
to Alarms
Obtain copies of policy and procedure manuals in
use during the time the plaintiff was a resident at
the institution, specifically those governing staff
response when an alarm sounds. Do staff members
deactivate the alarm(s) for their convenience?
Early in the morning on January 23, 2000,
eighty-one-year-old Isabelle Snyder wearing a shirt,
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thin gown, and slippers wandered out of the nurs-
ing home into sixteen degree temperatures. 0 She
apparently froze to death, "a quarter-inch of snow
on her body and a stream of frozen mucous hang-
ing from her nose."" l The morning Snyder died,
nurse's aides didn't make the required rounds, and
staffers failed to investigate an alarm that went off
on one of the doors leading outside.82 Snyder had
tried to leave the home at least fifteen times and
three times made it outside before the staff
noticed. 3
In Conley v. New Haven Nursing Home, Inc., 4
the jury returned a modest $50,000 verdict in the
case of a nursing home resident who died of
injuries sustained when she fell down an embank-
ment after she wandered away from the facility.
The defendant nursing home failed, among other
things, to "respond to an alarm that went off after
the decedent walked out of the facility.""
Was Any In-Service Training Offered on Alarm
System or Wandering Control Devices?
Did facility staff and nursing home administration
receive training regarding the alarm system and/or
wandering control devices? Is such training part of
every new employee's orientation? Were residents
and their family members educated about the
alarm system and, if appropriate, any wandering
control device? Review schedules for, and examine
attendance sign-in sheets of, in-service training ses-
sions that cover this subject. Secure copies of all
handouts or other documents distributed at the
training programs or as part of a new employee's
orientation.
Does the nursing home rely on a videotape pre-
sentation to train staff regarding alarm systems and
elopement devices? If yes, obtain a list of training
videotapes, the log of who has requested them, and
copies of handouts that accompany the videotape.
Remember to watch the videotape(s).
Practice Tips
Identify and Contact Wander Security System
Companies
Identify companies that manufacture alarm systems
and wandering control devices.8 Accomplish this
through a literature search, remembering to tap vast
Internet resources. Contact information is provided
for select companies in Table 2. Obtain product
brochures from as many companies as possible. The
promotional brochures, as well as the inserts that
accompany the product itself, set out standards and
emphasize that staff awareness, commitment, and
understanding of the technology determines the
effectiveness of the wanderer security system.
Table 2. Alarm Manufacturer
Contact Information
(product identified in parenthesis)
Alert Care, Inc. (Ambularm)
591 Redwood Highway, Ste 2125
Mill Valley, CA 94941
(800) 826-7444
www.alertcareinc.com
RF Technologies, Inc. (Code Alert)




Senior Technologies (WanderGuard Departure
Alert Systems)




Tactilitics, Inc. (RN+ Systems)
4760 Walnut Street, Ste. 105
Boulder, CO 80301-2561
(800) 598-1868
Review Wander Security System Company
Records
Many companies maintain records as to what nurs-
ing homes have installed their devices and how fre-
quently those devices have been tested or serviced.
Consider Using Expert Testimony Regarding
Alarms
Expert testimony may be required to establish
whether the standard of care requires alarm instal-
lation. Frequently, the nursing home medical direc-
tor, attending physician or nursing home staff per-
sons will agree in deposition that the standard of
care requires alarm precautions in situations
involving a wanderer. For example, in Rosemont,
Inc. v. Marshall,7 a mentally incompetent resident
escaped from a physical restraint and wandered out
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of the nursing home through an unlocked door that
had no alarm, fell down an embankment, broke her
shoulder, and died four days later. The Alabama
Supreme Court was unable to find the nursing
home negligent because the plaintiff failed to pre-
sent expert testimony on whether it was standard
procedure to install alarms on nursing home
doors.88
Conclusion
The successful litigation of a nursing home wan-
dering case depends on addressing the standard of
care applicable to the case at hand and the nursing
home's knowledge of the resident's tendency to
wander. Researching the nursing home's proce-
dures and practices, together with any wander
detection equipment (or the lack or failure thereof)
is crucial to making the case against the nursing
home when their negligence has caused a resident's
death.
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